PURPOSE: Multiple studies demonstrate that traditional submuscular tissue expander coverage offers the best protection against implant exposure but restricts lower pole expansion. Recognizing these limitations, the authors present a pectoralis major splitting approach for complete submuscular coverage in high-risk patients or those with ischemic mastectomy skin flaps. The pectoralis major muscle is split longitudinally along the direction of its fibers and submuscular pocket is developed elevating serratus muscle and anterior rectus fascia in continuity. The objective of this study was to evaluate expansion characteristics and complications using this technique.
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METHODS:
A retrospective chart review of patients who underwent two-stage immediate breast reconstruction over a six-year period (July 2007-June 2013) was performed. Patient demographics, intra-operative details, characteristics of expansion and complications were noted.
RESULTS:
A total of 113 consecutive patients underwent immediate breast reconstruction with placement of 214 tissue expanders. Following exclusion of patients who were not candidates for complete submuscular coverage, seventyone patients (138 tissue expanders) remained in the study cohort. The mean age was 49 with average follow-up of 39 months. The mean expander size was 408cc with mean intraoperative fill volume of 260cc (63.7% expansion). The overall mean time to final implant placement was 5 months with a mean number of 2 fills (range 1-4). Complications included hematoma (1.4%), flap necrosis (2.8%), explantation (2.8%) and infection requiring antibiotics (11.3%).
CONCLUSION:
This study demonstrates that pectoralis splitting approach allows adequate intraoperative fill volumes and low incidence of post-operative complications. Thus, this approach should be considered in high-risk patients. PURPOSE: Physician payment is a major barrier to free flap-based breast reconstruction in the US.Variations in the payment may create a platform for negotiation, thus directly influencing the behavior contributing to a trend over time. This study aims to elucidate variations in physicians' payment for tissue expander (TE) and free-flap-based reconstruction (FF), and to identify the influence of the payment on the ensuing trend.
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IMPACT OF PHYSICIAN PAYMENT VARIATION ON BREAST
METHODS:
Retrospective review of a claim-based dataset of patients enrolled in the BCBS plans, during 2009-2013, was performed. All patients who received service in the top 30 regional MSA by volume and underwent reconstruction after mastectomy for breast cancer were included. Plastic surgeon specific 5-year payment per patient, net growth rate, and variations were calculated for each reconstruction type. RESULTS: Of the total 25,209 patients analyzed, 84.4% received TE, and 5.6% underwent FF based reconstruction. Compared to TE, the average 5-year physician-payment was higher($2550vs.$ 3737),growth rate was lower(18.8% vs.14.2%),and payment variation was higher in FF(59%vs.116%). Per$1000 gain in the payment for a TE procedure, the TE/FF ratio increased by 41.2%(r2=0.21 0,p=0.009),whereas, per $1000 gain for FF, the FF/TE ratio increased by 5.8%(r2= 0.003, p=0.757).
CONCLUSION:
Greater payment variations in FF, and significant association of increase in fiscal gain with TE/FF ratio may demonstrate elasticity of plastic surgeons towards TE.
